TAKECARE is a prospective cohort study designed in The Netherlands to obtain evidence on the care chain for children and adolescents with psychosocial problems, and its longterm outcomes. Little is known about the content of care as offered and on whether the care is adequate. The cohort consists of children and adolescents entering care for psychosocial problems (care sample, n ¼ 1382) and a random sample of the general population (community sample, n ¼ 666). Children were eligible for participation if they were aged 4-18 years (inclusive) and had estimated IQs of 70 and over. The care sample covers the fields of Preventive Child Healthcare (PCH), Child and Adolescent Social Care (CASC) and Child and Adolescent Mental Healthcare (CAMH). Children, parents or guardians and involved practitioners completed five questionnaires (baseline, and at 3, 12, 24 and 36 months thereafter). The main categories of data concern the sociodemographic characteristics of children and their parents or guardians, the characteristics of entry into care and care content, and intermediate and final treatment outcomes. Information about data access can be requested by e-mail: c4youth@umcg.nl.
Why was the cohort set up?
Psychosocial problems in children and adolescents-behavioural, emotional and social problems-are highly prevalent and can have severe and lasting consequences for children, their families and society. 1 These problems can have important consequences for education, 2,3 relationships 4 and socioeconomic achievements in later life. 5 Worldwide, 10-20% of children and adolescents are affected by psychosocial problems. 6, 7 Only a minority of the children and adolescents with these problems actually receive professional care 8, 9 and, when offered, the care is frequently regarded as a 'black box'. 10, 11 This reflects that little is known about the content of the care as offered and even less about the short and long-term outcomes. Furthermore, it is unclear whether the care offered is adequate to address these problems. 12, 13 This gap calls for more evidence on the functioning of the entire care chain for children and adolescents and on its long-term outcomes. The TAKECARE longitudinal prospective cohort study was initiated to better understand the processes and outcomes of care for children and adolescents with psychosocial problems. The cohort covers care provided in the fields of Preventive Child Healthcare (PCH), Child and Adolescent Social Care (CASC) and Child and Adolescent Mental Healthcare (CAMH). Use of care is the result of various care-seeking processes, 14, 15 which are affected by the severity of the problems and the types of care provided by the various care providers. 16, 17 Traditionally, it can be expected that PCH handles the less severe problems, CAMH focuses on psychopathology, especially regarding behaviour or emotion regulation, and CASC aims at supporting the social and economic context of children and adolescents. 16 However, over time the various types of care have gradually overlapped and included parts of each other's approach. This could be because deprived social and economic circumstances lead to psychosocial problems and vice versa. Therefore, TAKECARE was designed to cover the entire spectrum of care for children and adolescents with psychosocial problems. In this respect, three aims were addressed in particular, to:
i. obtain insight into the processes that lead to entry into psychosocial care, its use and outcomes for children and adolescents; ii. develop, test and apply a taxonomy of care for classifying the most salient aspects of the care provided to children and adolescents with psychosocial problems; iii. unravel the effects of client-practitioner communication on the outcomes of care for children and adolescents with psychosocial problems.
The added value of TAKECARE is its focus on longterm outcomes and on the full range of care provided to children and adolescents with psychosocial problems and their parents or guardians (henceforth 'parents').
Who is in the study sample?
The cohort consisted of children who were either entering care-PCH, CASC or CAMH-for psychosocial problems (care sample), or were part of the general population in the same region (community sample). The children from the two groups were eligible for participation if they were aged 4-18 years (inclusive), had estimated IQs of 70 and over, their parent and/or the child was reasonably able to understand Dutch and they lived in the north-east of The Netherlands. Participants were included if the parent or the child provided informed consent and completed the first questionnaire. For the children in the care sample, receiving some kind of psychosocial care was a prerequisite for eligibility. The study design was assessed by the local medical ethical committee and approved without the need for full assessment.
From the north-east of The Netherlands, 3632 participants were potentially eligible ( Figure 1 ). This number was corrected for the exclusions that were expected among those who declined the study invitation, based on the exclusion rate among those participants that were eligible. Of the potentially eligible participants, 632 refused to receive further information about the study by completing the opt-out form that was attached to the written introduction. Of the 3000 remaining eligible participants, 243 were excluded after telephone contact with research assistants, resulting in 2757 confirmed eligible participants. Of the confirmed eligible participants, 2048 were included in the study. Response rates were calculated by dividing the number of included participants by the potentially eligible participants minus the exclusions. For the care sample and the community sample the resulting response rates were 56.6% and 70.3%, respectively (Figure 1) .
Participants in the care sample were recruited at four different care organizations in order to obtain a representative sample of care participants with various care profiles in terms of problem severity, duration and type. The four collaborating care organizations were the largest providers of PCH and CASC and the two largest providers of CAMH, covering the entire region. Participants in the community sample were randomly selected through primary, secondary and intermediate vocational education schools. All potentially eligible participants received oral and written information about the study, in the care sample through practitioners and in the community sample through presentations by researchers at schools. Research assistants then invited parents and children to participate in the study by telephone.
For non-respondents, contact was concluded with a request for some baseline characteristics and a question about the severity of emotional and behavioural difficulties. At baseline, differences between respondents and non-respondents in age, gender, rural/urban area and difficulties experienced were small or trivial, with maximum effects sizes of 0.12 ( Table 1) .
As expected, when compared with those in the community sample, the children in the care sample experienced more psychosocial problems and were more likely to have non-Dutch ethnicity and a mother with a low level of education, and were more likely to live in low-income households and without both biological parents. 18, 19 The effect sizes of the differences between the care and community sample were small or trivial for the demographic characteristics, and medium to high for the social characteristics and the total difficulties scores ( Table 2) .
How often have they been followed up?
Parents and children aged 12 years and over received the first questionnaire (T1) directly after inclusion. 
PotenƟally eligible parƟcipants (n=3632)
Remaining eligible parƟcipants (n=3000)
Care sample Community sample n=2082 n=918
Confirmed eligible parƟcipants (n =2757)
Care sample Community sample n=1908 n=849
T1 Included parƟcipants (n =2048)
Care sample Community sample n=1382 (56.6%) n=666 (70.3%)
T2 response rate (n=1939 )
Care sample Community sample n=1286 (93.1%) n=653 (98.0%)
T3 response rate (n=1912)
Care sample Community sample n=1261 (91.2%) n=651 (97.8%)
Non-respondents (n=709)
Care sample Community sample n=526 n=183 Baseline measurements were taken from May 2011 until April 2013. The second (T2), third (T3), fourth (T4) and fifth (T5) questionnaires were sent 3, 12, 24 and 36 months after the first questionnaire, respectively.
The questionnaires were sent by e-mail or by surface mail, according to the participants' preference, with a reminder after 1 and 2 weeks. To prevent attrition, follow-up assessments were supported by telephone and face-to-face The measurement used to calculate the effect size was Cohen's D (ES ¼ (m1 À m2)/r).
contact if needed, and parents and children were rewarded with a gift token after every completed questionnaire. Involved practitioners received questionnaires for as long as the participant in the care sample received psychosocial care from one of the four collaborating organizations. The loss to follow-up at the second and third waves was 6.9% and 8.8% for the care sample and 2.0% and 2.2% for the community sample. Attrition at follow-up was higher for children with a non-Dutch ethnicity and for children who lived in a low-income household and without both biological parents. However, respondents and non-respondents did not differ in emotional and behavioural problems. It is expected that attrition will increase further at T4 and T5, though data are not yet available.
What has been measured? Figure 2 presents a model depicting the main factors and variables of the TAKECARE study. The figure describes the baseline characteristics of the children and parents, the characteristics of (entry into) care, and intermediate and final treatment outcomes (e.g. the child's psychosocial problems and disorders). Modifiable baseline characteristics (e.g. psychosocial problems, social support and school functioning) were also measured at T2 to T5, as well as the characteristics of care and the intermediate and treatment outcomes. Table 3 specifies the measures used during the five waves in the parent, child and practitioner questionnaires.
Preliminary results
TAKECARE has been designed to cover three specific themes, in addition to measuring the outcomes of care at four successive moments (T2-T5). These concern entry into care, a classification of the provision of care and the communication in care between practitioner and client.
The main results to date regarding the three themes are summarized below. Enrolment in psychosocial care was determined by factors such as low family social support and poor parenting skills, in particular because these were associated with more frequent psychosocial problems for the children and adolescents. 20 The severity of the problems of children in the CASC and CAMH groups as measured by the Strength and Difficulties Questionnaire (SDQ) were similar. The severity of the problems in the PCH group was lower, but still much higher than for children and adolescents who received no care. 
CharacterisƟcs of entry into care
□ referral □ entry into care □ expected barriers to treatment □ help-seeking behaviour □ preferred communicaƟon
CharacterisƟcs of care
□ content of care offered □ judicial context □ duraƟon □ intensity □ recipients □ pracƟƟoner characterisƟcs Intermediate treatment outcomes □ treatment aƩendance □ treatment adherence □ health literacy □ experienced barriers to treatment □ experienced communicaƟon □ learning processes □ intermediate clinical global impression scale
Final treatment outcomes
Primary: □ psychosocial problems of child □ psychological disorders of child Secondary: □ school funcƟoning □ parenƟng skills □ family funcƟoning □ social support □ producƟvity loss parent Figure 2 . Model depicting the main measures in the TAKECARE study. 
Productivity loss of parent (i.e. sick leave or reduced productivity during paid work or unpaid work such as household activities) due to psychosocial problems of child
Using a new tool specifically developed for this study, the Taxonomy of Care for Youth (TOCFY), 22 similarities and differences in care (in the interventions provided) were assessed within and across participating care organizations. 23 Initial findings show that a substantial number of differently labelled interventions within the same care organization were quite similar concerning their content; and that this also applied to interventions from different organizations. 24 Regarding communication, parents and adolescents rated affective communication as the most important factor in the care for adolescents with psychosocial problems. The clients' educational levels, previous care experiences, current expectations and specific problem types were associated with client priorities in communication. 25 Discrepancies between attributed relevance and experiences regarding communication negatively affected the adolescents' treatment adherence and learning processes. 26 What are the main strengths and weaknesses of the study?
TAKECARE collects information about psychosocial care use and the care pathways of individual clients in a structured way. This provides opportunities to collect evidence of the pivotal aspects of the entire care chain for children and adolescents and on its intermediate and long-term outcomes.
The main strengths of TAKECARE are the concurrent care and community samples, the relatively long follow-up period, a retention rate of more than 90% up to T3 and the wide range of measures regarding the content, processes and outcomes of care at an individual client level. The multi-informant approach reduced the possibility of information bias caused by the respondents' lack of insight, social desirability and defensiveness. 27, 28 Furthermore, the collected data enable international comparison analysis, since they cover a wide range of measures, measured with well-validated and widely used instruments.
The main weakness is the relatively low response rate in the care sample. It showed that children and adolescents with psychosocial problems and their families are a hard-to-reach target group, which indicates that potential selection bias due to systematic non-response is of concern. However, only small differences were found when comparing the respondents and non-respondents by response status, which decreases the likelihood of this type of selection bias. Another weakness which needs to be considered is related to the study design. As TAKECARE is an observational study, it cannot provide conclusive evidence of the effectiveness of different types of psychosocial care. However, it can provide evidence of prognosis in daily practice and generate indications of effectiveness which can help to prioritize the aims of clinical trials, especially when using propensity scores. [29] [30] [31] [32] [33] Only in care sample.
